On 21 May 1988 the hospital opened to the public. Within three months the overall occupancy rate reached 80%, being greatest in the maternity department (140%) and the surgical wards (120%). The hospital runs several outpatient clinics and also runs programmes for vaccination, growth and development, family planning, antenatal care, nutrition, rehabilitation, and public health. The laboratories offer biochemistry, haematology, serology, and bacteriology testing, and a blood bank provides basic needs and testing for HIV. There is also a computerised statistical reporting system, and a medical library is being developed. Since May 1988 the pharmacy department, radiology department, and the laboratories have had budgetary autonomy.
To attract patients to the hospital Hadassah's administrator met the owners of many large factories nearby while the hospital was still being built and offered modern medical services for their employees and families. The factory would provide an empty space that the hospital would equip and convert into an occupational health clinic. The hospital was then responsible for providing a doctor and a nurse who could give first aid treatment to the employees. All laboratory tests were completed at the Kimbanguist Hospital, and workers and their families were admitted there when necessary.
What made it possible to complete the hospital's construction and get it working in such a short time was the collaboration of local and international organisations and in particular the enthusiasm and commitment of the volunteers. Each day during construction a hot meal was provided to the volunteers.
Because there was no budget for this, Kimbanguist women from Kinshasa came to the hospital in groups with all the materials necessary to make these meals. The church people also volunteered their vehicles to transport hundreds of workers to and from the construction site. The enthusiasm was also enhanced by Son Eminence Dianganda Kontima, the spiritual father of the church, who would arrive at the construction site several times a week, both during the day and at night. His presence attracted additional volunteers, and at times there were more than 1500 volunteers on the site. The entire construction was completed manually-in song and in happiness.
We thank J Allhole for her help and advice. 
Medicine in the outback

The arrival
Some correspondence and a few difficult radio telephone conversations later my wife and I were flying along the Macdonnell Ranges, past Papunya and Ilpilla, the site of Lasseter's base camp, and on to Kintore. The small aircraft finally landed: on a dusty ochre-red airstrip in the western desert, where we were met by a sister, Dr George, a small group ofAborigines, and a large pack of dogs. Among the group I saw a young Aboriginal woman with a papilloma the size-of a cherry in her lip, and I wondered why it hadn't been removed. It was in fact a plug of tobacco, which it was common practice for the Aborigines to chew and then to store by holding it in the corner of their mouths. The tobacco is mixed with the ash ofa particular shrub, and a white person who used the mixture said that it had properties resembling those of marijuana.
Dr George, the Ngunkara or native healer, was a stocky Aboriginal with a short black beard and was dressed in only a red singlet and navy shorts. After the radiator in the old Toyota had been refilled with water we left for the settlement of small concrete houses and tin humpies that were settled among years of accumulated rubbish. My wife and the large amount of luggage, books, and medical equipment were left at a very dirty, very untidy, and very small demountable that was to be our home, while we drove on to the clinic.
The clinic was another demountable with a large goanna painted on its side-the work of a locally famous Walungurru artist. Inside was chaos: the passage and small surgery were crammed with patients, children were running crazily around, one child was spinning in the doctor's dilapidated revolving chair, and music was blaring from the radio communication set. Sister began examining patients, dispensing medicine, and syringing ears. Dr George, who had remained behind in the passage, appeared with a kidney dish of blood to be emptied in the wash basin. I looked inquiringly at the sister but her only response was to ask me to see a sick baby in the waiting room. The baby had pneumonia so I ordered penicillin and asked about the patient who had vomited blood. Sister said that Dr George had sucked the blood therapeutically from the baby I had just examined. Incredulous, I returned to the waiting room and re-examined the baby but could find no break in its skin. This was my introduction to three very unusual months ofmedicine. The doctor, whom I was relieving, had been 20 months in the community and was devoted to the Aborigines despite having been beaten on several occasions for standing his ground. The sister finished her term shortly after I arrived, but fortunately two adventurous and dedicated sisters with whom I had previously worked came to the rescue.
Chlamydial infection
During the second week it occurred to me that the unusual prevalence of upper respiratory infection might be due to the same organism that causes endemic trachoma-that is, Chlamydia trachomatis. Nasal infection is probably primary with later spread to the eyes, ears, and bronchi. Should the primary infection occur in the eyes then the nasolacrimal duct would give the organism easy access to the respiratory tract.
My interest in chlamydia prompted me to look among the books on the shelves of the clinic, where I was surprised to find some relevant texts. The Royal College ofOphthalmologists' report National Trachoma and Eye Health Programme states: "The findings showed, in short, a marked relationship between the presence of respiratory disease, as conservatively defined, and such conditions as otitis media and nasal discharge, as well as follicular trachoma."' In the
